Significant biological, psychological, and physical changes during pregnancy can affect sexual performance in women (1,2). Hormonal changes during pregnancy cause vomiting, diarrhea, breast sensitivity, and fatigue, leading to decreased sexual desire (1). However, several studies have reported that these problems are not the only causes of sexual dysfunction (3). Many non-hormonal factors (e.g., social, economic, and cultural factors) can also change the sexual behaviors of women during pregnancy. The sexual behaviors of the couples during pregnancy are affected by their value systems, traditional and religious beliefs, and fear of hurting the fetus and mother (4).
Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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War and poverty are 'extraordinary conditions created by human intervention' and 'preventable public health problems. ' War and poverty have many negative effects on human health, especially women's health. Health problems arising due to war and poverty are being observed as sexual abuse and rape, all kinds of violence and subsequent gynecologic and obstetrics problems with physiological and psychological courses, and pregnancies as the result of undesired but forced or obliged marriages and even rapes. Certainly, unjust treatment such as being unable to gain footing on the land it is lived (asylum seeker, refugee, etc.) and being deprived of social security, citizenship rights and human rights brings about the deprivation of access to health services and of provision of service intended for gynecology and obstetrics. The purpose of this article is to address effects of war and poverty on the health of reproduction of women and to offer scientific contribution and solutions. pregnancy and being concerned with its outcomes are mainly responsible for decreased sexual intercourse during this period. Therefore, the implementation of educational courses for the couples is a good opportunity to raise their awareness regarding changes during each stage of pregnancy. In addition, in these courses, the couples are allowed to share their experiences, concerns, and stress with the care providers (15) . Although education leads to improved sexual function during pregnancy in most cases (15, 16) , some studies demonstrated that training resulted in increased awareness regarding the risks of intercourse during pregnancy. However, it did not enhance the frequency of intercourse during this period (16) . Therefore, it seems that the use of different techniques, such as education based on cognitive-behavioral method, can significantly improve the sexual function of the couples during pregnancy.
The cognitive-behavioral method teaches individuals how to detect their destructive or disturbing thought patterns, which have negative impacts on their behaviors, and change these thoughts (17) . With this background in mind, this study aimed to evaluate the effect of cognitivebehavioral approach to sexual counseling on female sexual performance during pregnancy.
Materials and Methods
This randomized clinical trial was conducted on the pregnant women referred to the clinics of Arak, Iran. In total, 100 pregnant women (n = 20 from each clinic) were randomly selected from 5 clinics through single-stage cluster sampling technique. The 5 clinics were randomly selected from the centers located in the north, south, east, west, and center of Arak. Subsequently, based on the mothers' medical records, the women who met the inclusion criteria were contacted by making phone calls.
The inclusion criteria were: 1) sexual function score of <26 (2,18), 2) lack of sexual intercourse for health reasons, 3) no history of unresolved sexual problems, 4) no addiction, 5) no use of medications affecting sexual responses, 6) lack of recognized physical or mental diseases, 7) lack of unfortunate events 3 months prior to the study, 8) living with the spouse, 9) education level of at least junior high school, 10) age range of 18-35 years, 11) number of parities 1-2, and 12) gestational age of <20 weeks. The participants were excluded from the study in case of the occurrence of any problem during the study or the lack of willingness to cooperate.
The data collection was performed using the standard sexual function questionnaire and a researcher-made questionnaire covering the misbeliefs about sexual intercourse during pregnancy (MSIP). The written informed consent was obtained from the pregnant women. Based on the two questionnaires, the women with MSIP score of < 72 (i.e., less than 50% positive response to the items) and those with the sexual function score of <26 were entered in the study. In this regard, out of 100 women, 22 subjects were included in the study.
The validity of the MSIP questionnaire was confirmed by reviewing the previous studies and distributing the questionnaire among 10 experienced professors in the field of psychology, midwifery, and gynecology. The content validity ratio of >62% and content validity index of 79% were considered acceptable. The validity ratio of this questionnaire was estimated as 0.89, and its reliability was calculated at Cronbach α coefficient of 0.79. The women were randomly allocated to the counseling and control groups using randomized blocks.
In the counseling group, 11 women participated in seven 90-minute counseling sessions. During these sessions, the participants were provided with group discussions, questions and answers, videos and pictures of appropriate positions during pregnancy, relaxation training, and pamphlets for teaching the spouse. The contents of the sessions are presented in Table 1 . The other 11 participants, who were in the control group, only received the routine information provided by healthcare staff.
One week after the last session, the standard sexual function questionnaire was completed by all the participants. This questionnaire was filled out once more 3 months later based on the sexual function over the recent 4 weeks. The data analysis was performed in the SPSS version 16.0, using the student's t test, chi-square test, and paired t test. P value less than 0.05 was considered statistically significant.
Results
The demographic characteristics of the participants and history of pregnancy are provided in Tables 2 and  3 , respectively, according to which the intervention and control groups were homogeneous. Other main findings are presented in Table 4 . Based on the findings, one week after the educational sessions, the mean sexual function index of the intervention group significantly increased, compared to that of the control group (P = 0.001). The mean and median scores of 26.81 ± 3.57 and 26, respectively, indicated sexual dysfunction; However, it was within the cut-off score range (26) indicating impaired sexual function.
Scores higher than 26 were observed in 36.5% of the subjects after the counseling. Moreover, a significant difference was observed in the subcategories of sexual function, except for sexual desire (Table 4) . Three months after the counseling sessions, a significant difference was observed between the 2 groups in terms of sexual function. Nonetheless, it was still within the cut-off score range (26), showing poor sexual function (P = 0.001). Furthermore, the sexual function index did not significantly change one week and three months after the cognitive-behavioral training (P = 0.347; Table 4 ).
The results indicated that after the educational sessions, the mean sexual function index of the intervention group significantly increased as compared to the control group Three months after the training sessions, the sexual function of the two groups was evaluated, revealing a significant difference in this regard. Nonetheless, it was still within the cut-off score range (26) (P = 0.001), showing poor sexual function in the intervention group. Furthermore, the sexual function index did not significantly change one week and three months after the cognitive-behavioral training (P = 0.347; Table 3 ).
Discussion
In the current study, it was attempted to replace destructive thoughts about sexual function with useful ideas. In addition, we aimed to help the individuals learn more about their misbeliefs and wrong behaviors, which can be improved by practicing at home. The present study revealed that sexual function increased only in 36% of the women in the counseling group, and the rest obtained a score lower than 26, which was within the inappropriate range. However, no significant change was observed in their sexual performance after three months.
In line with this study, Wannakosit et al reported that the education during pregnancy did not promote the sexual behaviors of the intervention group, compared to those of the control group (19). Afshar et al carried out sex education in two 60-minute lecture sessions and group discussions for the participants. In the mentioned study, educational booklets were distributed among 88 pregnant women at the first session in the educational group and the couples' questions were answered by telephone. For the other group, the education was provided in a routine mode. Sexual function was evaluated using the Female Sexual Function Index before and four weeks after the education. In the mentioned study, the mean total score was significantly higher in the educational (26.6±4.3) group, compared to that in the routine education group (919.6±8. 4 
; P=0.001).
The findings of the mentioned study are in line with (P=0.001). However, it was within the cut-off score range (26) indicating impaired sexual function. Scores higher than 26 were observed in 36.5% of the subjects after the intervention. Moreover, a significant difference was found in the subcategories of sexual function, except for sexual desire ( Table 2) .
those of our study despite the difference between the educational approaches of the two studies. In this regard, Afshar et al indicated that the increase of mean sexual function score was less than the favorable limit. In the present study, 36% of the participants achieved a score higher than 36; nevertheless, Afshar et al only reported the mean score of sexual function (15) . In a study carried out in Isfahan, Iran, Mofid et al evaluated the effect of cognitive-behavioral and solutionfocused counseling on the sexual satisfaction of nonpregnant women. In total, 45 women were randomly divided into two groups of intervention and control (n=15 subjects per group). Moreover, 8 cognitive-behavioral and 6 solution-focused counseling sessions were held for the participants. The study tool was Larson's sexual satisfaction questionnaire. They demonstrated that both methods increased sexual satisfaction in the women; however, the cognitive-behavioral counseling was more effective in this regard (20) . While the results of the mentioned study are in line with our findings, there were some differences between the two studies in terms of sample population and applied study tools. During the counseling sessions, the mothers' negative attitudes toward sexual intercourse during pregnancy, such as premature delivery and visual image of female body, were discussed and modified.
In another quasi-experimental study conducted in Isfahan, 64 pregnant couples were randomly allocated into two educational groups. One group received face to face education, and the other group was provided with group discussion. The mean total score of the women's sexual function in both educational groups increased at the post-intervention stage, compared to the pre-intervention stage (16) .
In the mentioned study, the mean sexual functions were >26 and 26 in the discussion and face to face groups, respectively, which was inconsistent with the present study. This discrepancy could be due to the difference of the educational approaches employed by the two studies and the absence and presence of spouses in the training sessions in the present and the mentioned studies, respectively. The absence of spouses in the sessions and not receiving the printed handouts was one of the limitations of this study. Previous studies revealed that husbands' attitude toward intercourse during pregnancy had an impact on sexual function. Heydari et al evaluated the attitude of men toward sexual activity during pregnancy. They concluded that 54% of the participants had negative attitudes, and 60% of them had no awareness in this regard (21) . It is recommended that the presence of spouses be considered in future counseling sessions.
Unlike our study, McCabe et al used the cognitivebehavioral method to train the women and their spouses. According to their results, education had satisfactory effects on the sexual function of the women. However, it is noteworthy that the mentioned study was not conducted on the pregnant women (22) , who undergo biological or psychological changes caused by pregnancy. Therefore, this difference in the study population can explain the disagreement between our findings and those of the mentioned study.
The present study revealed that education could not completely influence the physical and biological factors affecting the sexual function in pregnancy. The physical and psychological changes during pregnancy vary in different trimesters; therefore, the sexual function can vary accordingly. In this regard, in the first trimester, fatigue, breast sensitivity, and hormonal variation affect the sexual function. These factors in the last trimester include fatigue, bigness of the belly, fear of premature delivery, negative body image, and injury to the fetus.
Erbil (23) showed that the women with 36 and 28 weeks of gestation had the lowest and highest total Female Sexual Function Index scores, respectively (12.18±8.75 and 15.51±8.49, respectively), however sexual desire did not differ (P = 0.004). In one study, Bartellas et al evaluated the sexual experience of 141 pregnant women. They demonstrated that more than half of the samples experienced low sexual tendency (24) . Therefore, it could be concluded that some of the biological conditions during pregnancy lead to the inevitable reduction of sexual desire, which could not be improved by educational classes (25) .
Conclusions
Education of the appropriate techniques of sexual activity and the investigation of sexual disorders during pregnancy are some of the standard cares required during this period. It seems that the implementation of the cognitivebehavioral counseling by the use of different methods to detect and modify misbeliefs and apply facilitating behaviors against the pregnancy problems resulted in no improvement in the sexual function of the pregnant women.
In other words, counseling failed to overcome the biological and psychological changes during pregnancy and could not improve the sexual function of the participants. However, the sexual satisfaction of the subjects increased after the intervention. One of the major drawbacks of this study was the absence of participants' husbands. Future studies are recommended to implement training programs with the presence of the couples.
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